A 2007 referendum legalized abortion in Portugal. Physicians played an important role advocating for legal reform and providing services thereafter. Implementers relied on a strong public health system with many gynecologists who required minimal training, and took decisions that allowed for rapid implementation. First, they emphasized medical abortion and integrated abortion into existing hospital obstetrics and gynecologic services, where eventual complications could be managed. They also offered immediate postabortion contraception, helping prevent criticism from abortion opponents who feared women would obtain multiple repeat abortions. Finally, they established referral networks guaranteeing access despite conscientious objection.
|
respondents are directly attributed to them. Respondents included healthcare providers, public health and government officials who had been involved in establishing or expanding the service, academics, and members of nongovernmental organizations (NGOs) and legal and feminist advocacy groups; in some countries interviewees came from the full range listed, in others, from a subset (Table 1) . Interviews were performed by a Portuguese speaking physician member of the team. Quotes presented are from interviews without attribution as we promised confidentiality. Data analysis comprised a multistep iterative thematic analysis, with coding structured to follow the i-PARIHS framework. The WHO's Research Ethics Review Committee approved this study (protocol ID A65920). A full discussion of background and methodology can be found in Chavkin et al. 2 
| CONTEXT
Until 1984, abortion was totally illegal in Portugal. After a 1984 parliamentary debate on abortion, Law 6/84 was approved, leading Portugal to amend its Penal Code and permit abortion in cases of threats to life or health (physical or mental), rape, or fetal impairment. 3 However, this law was narrowly interpreted and hardly implemented. Unlike in neighboring countries such as France and Spain, clandestine abortions remained the norm. Although the maternal mortality ratio was 15 per 100 000 live births in 1995, 4 unsafe abortions continued to be one of the main causes of maternal death and accounted for thousands of yearly hospital admissions for postabortion complications. 5, 6 In 1998, a national referendum to allow abortion upon request up to 12 weeks of pregnancy failed to pass. In the early 2000s, a highly publicized trial against an illegal abortion provider, together with reports of deaths from unsafe abortions, brought the issue to the forefront and contributed to changing public opinion on the matter. In 2007, extensive social protests led to a second referendum in which voters approved abortion upon a woman's request during the first 10 weeks of pregnancy. 5, 7 Interview respondents explained that the failure of the 1998 referendum had been disappointing as public opinion on abortion was already changing; also, by the early 2000s, Portugal remained one of the very few countries in Europe with restrictive abortion laws. For these reasons, they saw abortion reform in Portugal as "long overdue."
Physicians, feminist groups, NGOs, health professional associations, and other civil society groups played important advocacy roles leading up to the referendum, having kept the debate on legal abortion at the forefront of the political and public opinion agenda since the early 1990s. 
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1979, is a universal, tax-financed system guaranteeing universal coverage of specified medical services to all citizens. The system is centrally governed by the Ministry of Health, which has jurisdiction over all hospitals, although some health services are administered at the regional level.
In the last decades of the twentieth century, increases in access to and quality of health care have led to significant improvements in the general health status of the Portuguese population. Maternal and child health indicators have improved, despite some remaining regional inequalities. 8 This strong health system already reaches a majority of the population across the national territory through far-reaching primary care centers and established reference networks to specialized services and tertiary facilities. In this context, abortion was relatively easily integrated into the existing system as an additional service provided at the hospital level within the maternal health package.
| INNOVATION
The 2007 Portuguese law allows abortion upon a woman's request up to the first 10 weeks of pregnancy. Abortion is also allowed until 12 weeks to preserve a woman's physical or mental health, up to 16 weeks if it is a result of "a crime against freedom or sexual selfdetermination," up to 24 weeks in cases of serious fetal impairment, and without gestational age limit in case of a malformation incompatible with life. 9 A woman seeking an abortion must present to a physician of her choice, who will refer her to a hospital for a preabortion consultation, which includes a physical examination and an ultrasound to confirm gestational age. This consultation must occur within 5 days of her request. If the initial physician is a conscientious objector, he or she must refer her to another physician who will then refer her within this timeline. A woman may also present directly to the hospital to request a preabortion consultation. The abortion must be provided to the woman within 5 days of this consultation. Preabortion counseling includes information on the abortion procedure and its health consequences. Women are also informed of the support available through the State during pregnancy and maternity and are offered psychological and social services. Counseling on contraceptive options is also provided. This is followed by a mandatory 3-day waiting period prior to the procedure itself, which may be medical or surgical. A second physician (different from the one who dated the pregnancy) may then perform the abortion procedure. The woman is encouraged to attend a follow-up consultation 2 weeks later, and a contraceptive method is offered to her immediately. The Portuguese national health system is obligated to provide free and timely access to abortion, and provides care largely through its own public hospitals. 10 Private clinics that are officially recognized can also provide services but, like public health facilities, must report to a central National Health System database, which is used to compile national reports.
The 10-week gestational age limit is restrictive, and implementers recognized this, but were motivated to establish the best possible access within the confinement of the law. According to several of them, a series of strategic decisions were key to ensuring the effective implementation of the law. One of these was to focus on medical, outpatient abortions rather than on surgical ones. In Portugal, this was seen as a more cost-effective route in that the method required fewer technical skills, less equipment and facilities, and it allowed for easier participation of nursing staff. As one physician described:
We Another strategic decision was to provide abortion within hospital maternity wards rather than at the primary care level. This was initially debated as Portugal has a strong network of primary health centers that reaches a majority of the population. While some respondents felt that providing services at the healthcare center level would be ideal, key decision makers explained that there were not enough resources and not enough clinical expertise at the primary healthcare level, and there was fear of being unable to manage complications. As one physician explained:
The The decision to provide abortions at the hospital level was thus a matter of human and physical resources, but also a political strategyimplementers knew that abortion opponents would look for complications and be ready to argue against abortion on the grounds of safety, and therefore tried to anticipate and prevent this from happening.
Another essential component of the Portuguese approach was to include contraception as part of abortion services. Respondents described this as a key strategy to reduce the number of unplanned pregnancies in general and of repeat abortions in particular. During the debate leading up to the 2007 referendum, opponents of abortion had raised the concern that women would start using abortion as contraception, and have multiple abortions. Early implementers responded to this concern in two ways: the first was to collect data on women seeking abortions to establish whether these were first-time or repeat abortions; and the second was to integrate contraceptive counseling into the very structure of abortion care. The data demonstrated that most women were having abortions for the first time, and that they were not using abortion as a form of contraception. One respondent who participated in designing the data collection tool used by the Ministry explained: The results of this strategic decision are remarkable: according to the 2016 report of abortions in Portugal, 70% of women had an abortion for the first time, and 96% used postabortion contraception, with 38% choosing long-acting reversible methods. 13 Finally, a key component of the Portuguese implementation model was the regulation of conscientious objection. According to the 2007 law, only those directly involved in the provision of abortion may object, and must submit a written declaration to their hospital director specifying the specific components of law to which they object.
As previously described, 14 most respondents explained that conscientious objection is not a barrier to obtaining abortions in Portugal because in most hospitals there are sufficient willing staff who provide services. While there are some hospitals where all providers are objectors, the law requires that hospitals guarantee access to services, and hospitals have found a variety of solutions to fulfill this obligation. As one interviewee explained:
Conscientious objection is permitted, according to our Law and is an individual act. […] What happens is that there are hospitals where all the staff is a conscientious objector and they don't have the human resources to offer this type of service. […] the State, in accordance with our law, requires that the institution arrange or organize in a way their users' access to health is not impaired. And there are several models: there are hospitals that have contracted gynecologists to come 2 or 3 hours a week; there are hospitals that refer to private clinics and others that refer to other hospitals.
Thus, an important aspect of the Portuguese strategy was to guarantee that services be provided despite conscientious objection, and to allow hospitals to organize their response in a variety of ways to fulfill this obligation.
| RECIPIENTS
One element that contributed to the successful implementation of the new Portuguese law was that the healthcare professionals ultimately responsible for providing abortion services were primarily obstetricians/gynecologists. As "recipients" of the new law, they were first and foremost readily available in the context of Portugal's health system; they were also well prepared to implement the law, as they already possessed the clinical skills required to provide abortions. One obstetrician/gynecologist explained:
We are obstetricians, right? We were accustomed to dealing with spontaneous abortion and therefore there is not much difference between spontaneous and induced abortion and this is very much part of what we are trained to do as specialists […] it is not like the general practitioner and family doctor who must be trained in that area.
General practitioners, who played an important role in advocating for legal change and serve as an entry point into the health system, were not included in initial training efforts. This reduced the amount of clinical training to be organized in the initial phases of implementation.
There were isolated efforts to train specialized nurses to assist in some components of abortion provision. In the largest maternity ward in Lisbon, for example, specialist nurses were trained to perform dating ultrasounds and to provide counseling to women seeking abortion (under the supervision of a physician). This allowed the facility to respond to a larger number of requests for abortions. While this strategy worked well in this particular hospital, it did not appear to have been replicated in other facilities, perhaps because the volume of services requested was not sufficient to require the same level of participation from providers other than physicians.
Portuguese women are the ultimate "recipients" of the new law.
Our respondents explained that Portuguese women had certain characteristics that allowed for easier implementation of the law. A majority had received sexual education, was using contraception, and was sufficiently familiar with the signs and symptoms of pregnancy that a 10-week gestational age limit was not a significant barrier to access. As one respondent summarized, "most women in Portugal are contraception users and have a perception of contraceptive failure."
Portuguese women also had excellent access to information through 
| FACILITATION
The most important facilitating factor that emerged from our interviews was the Ministry of Health's immediate establishment of a technical working group to regulate the law and plan its implementation.
Respondents explained that they knew the law would not result in access to services unless an active effort was made to regulate and implement it; this was a lesson they had learned from the 1984 experience. As one member of the technical group explained:
The The group's work was not limited to the initial moments of implementation. Rather, the Ministry continues to organize annual reports and annual meetings of stakeholders in which the progress and remaining challenges in implementation are reviewed. Respondents describe these meetings as helpful in tracking the progress of implementation, but also as a source of support and problem solving for abortion providers.
Another facilitating element was that the Ministry organized the inspection of facilities throughout the national territory to ensure that they were complying with their obligations to provide services.
While the lack of compliance did not necessarily result in sanctions, respondents explained that inspections led hospitals to make changes to correct certain situations and ensure that their users had access to services-whether directly through the hospital itself or through a referral or partnership in the case of hospitals with a majority of objectors. As one respondent who organized these inspections explained:
My inspections were always seen as something to improve, they were never punitive. And this creates a trust with colleagues and I never had problems.
| REMAINING CONCERNS
Most respondents described Portugal's implementation of the 2007 law as a success story. It has led to a significant decrease in maternal morbidity and mortality due to unsafe abortion, without increasing the overall abortion rate. 13, 15 When asked about remaining concerns, some pointed to the lack of choice in method of abortion as the public sector provides mostly medical abortions and the private sector provides predominantly surgical.
As one respondent explained:
In Integrating abortion into the medical education curriculum to train and inspire young physicians to replace the many advocates who are close to retirement remains a challenge.
| LESSONS LEARNED
An immediate, Ministry of Health-led response was essential in quickly regulating and implementing the new abortion law in Portugal. This translation of political will into action started with the establishment of a multidisciplinary working group that strategically approached every aspect of implementation.
Integrating abortion within the existing public health system rapidly resulted in near-universal access to services. The decision to provide abortions at the tertiary care level was controversial but deemed necessary to meet equipment and personnel requirements, and manage potential complications. The almost exclusive focus on medical abortion within the public health sector came from a perception that surgical procedures would cause more provider objection and require more training and more resources, such as operating rooms, anesthesia, and highly skilled providers.
This resulted in a lack of method choice for Portuguese women.
However, it is known that surgical abortions can be provided in the outpatient setting by midlevel health providers, and that anesthesia, operating rooms, and ultrasound are not absolute requirements as local anesthesia and conscious sedation have been successfully provided in outpatient facilities elsewhere. 12, 16 Thus, alternative personnel and logistical solutions that have worked well in resource-limited settings could be explored to increase the range of available options for safe abortion.
Strategies to prevent backlash from abortion opponents included establishing a comprehensive registry of abortions performed and integrating contraception into abortion services. These resulted in excellent postabortion contraceptive coverage and few repeat abortions.
Despite an overall successful implementation, remaining concerns exist about relatively poor access to abortion in certain regions.
Even in a country with high rates of specialist physicians, providerrelated preabortion steps such as the two-physician authorization create barriers to access that disproportionately affect women in rural and remote areas. This has been recognized in other countries such as the UK, where concerns were raised that the two-signature requirement caused delays in obtaining abortions and did not have any safety benefit. 17 WHO discusses third party authorization as a barrier in its Safe Abortion Guidance. 12 Where possible, such requirements should be avoided.
Finally, integrating abortion into medical education curricula is an important step to ensure that newer generations of physicians remain committed to providing abortion services.
AUTHOR CONTRIBUTIONS
BMS: Contributed toward initial proposal, interview instrument, conducted Portugal interviews, wrote first draft of paper, and collated edits and reviews. DV: Advised on interview instrument, interviewee, served as in-country point person, provided information and details while writing, and reviewed, corrected, and edited the manuscript at multiple points. LV: Interviewee, served as in-country point person, provided information and details while writing, and reviewed, corrected, and edited the manuscript at multiple points. 
ACKNOWLEDGMENTS

CONFLICTS OF INTEREST
DV and LV functioned as in-country partners, were interviewed, and are coauthors of this case study. The authors have no conflicts of interest to declare.
